C hild psychiatric morbidity in community samples is estimated at about 10% to 20%; however, the estimates of the prevalence largely depend on the choice of concepts and instruments, as well as on the nosology and classification (1).
12% in studies including wider age ranges. A recent study of mental disorders among children in the UK reported that about 10% of children aged 5 to 15 years have some type of mental disorder (3) . These rates were based on ICD-10 classification of mental and behavioural disorders with strict impairment criteria. A review of international studies found that the average prevalence figure for clinically significant disorders in 6 DSM-III or DSM-III-R-based studies was 14.3% (4) . The prevalence rates were also influenced by the source of the sample (for example, whether the children were from the community, from schools, or from primary care settings). Rates in the primary care setting have been higher, ranging from 15% to 40% (5) .
Systematic studies of children with psychiatric disorders using present-day epidemiologic tools, including clinical interview, have been lacking in the developing countries, including those in the Arab region. Earlier studies from the United Arab Emirates (UAE) have included school population and primary care samples (6) . Although school or primary care-based studies are easier to conduct, these may not accurately reflect the nature and prevalence of psychiatric disorders as they occur in the community. This is because children with psychiatric disorders attend the primary care facility more often than those who do not suffer from psychiatric disorders, thus yielding a higher prevalence (7) . In fact, school-based studies may miss children in the community who do not attend school. This is particularly relevant, because psychiatric disorders may be overrepresented among school dropouts.
The present study was carried out to ascertain the nature and prevalence of DSM-IV child psychiatric disorders in a representative random sample of UAE national households in the community in Al Ain District. The study also examined the association, if any, between psychiatric disorders and relevant individual, family, and psychosocial variables. We studied the UAE national population only, with the hope that this would reduce the effects of sociocultural and economic factors, as well as the influence of migration on the morbidity rates.
Material and Methods
Al Ain's population is estimated at about 308 000 (Annual Report 1996, Preventive Medicine Department, Ministry of Health, UAE), of which one-third are UAE citizens (that is, 99 417 nationals, with 48 032 males and 51 385 females). The remaining population consists of expatriates from about 40 countries who have come to work in this Gulf area on short-term employment contracts. In this study, to minimize the effects of migration and other sociocultural characteristics that influence psychiatric morbidity, we included only UAE national citizens. A population list for Al Ain was unavailable; subsequently, we employed a systematic sampling method. To identify the households for sampling, detailed maps of the Al Ain district were obtained from the city council. The households were selected according to the random-walk technique of Cochrane and Stopes-Roe (8) . First, a random selection of streets was made, and from each selected street, the first house was chosen, followed by every other house on the same side of the street. If this was an apartment with multiple units, the first apartment was chosen for the study. If the selected household was not occupied by UAE citizens, the next house was taken in sequence. All the chosen households were served a notice 1 or 2 days prior to the interview, with a letter explaining the purpose of the survey. The local research ethics committee approved the study, and informed consent was obtained from the parent or guardian.
In each selected household, 1 child ranging in age from 6 to 18 years was identified using the lot method (that is, from the names of all the children in the household, 1 name was drawn). The study was carried out in 2 stages. Stage 1 included identifying the eligible households (that is, households with children aged 6 to 18 years, unless they were too ill or cognitively impaired) and screening using the Rutter Parent Questionnaire. The first-stage survey was carried out in 620 children by trained nurses with previous survey experience, along with the Al Ain adult community study (9, 10) . A random sample of 385 households was preselected for the second stage, regardless of screening scores on the Rutter scale. A smaller second-stage sample was taken because of financial and technical constraints in carrying out detailed psychiatric interviews in a larger sample. In this paper, we provide the results of the Stage 2 study.
Second-stage interviews were conducted using the Kiddie Schedule for Affective Disorders and Schizophrenia for school age children (K-SADS) (11), a semistructured diagnostic interview covering all the major DSM-1V diagnoses. The K-SADS is administered by interviewing the parent first and then, depending on the age, interviewing the child with or without the parent present. All interviews were carried out privately in the households by 2 trainees in psychiatry who were already trained in K-SADS as part of a previous study. In this study, the child as well as the mother (or a guardian who knows the child well) was interviewed, and a summary rating was made to allow a best-estimate diagnosis using DSM-IV (12) . The children who were judged as having a psychiatric disorder were rated using the Children's Global Assessment Scale (CGAS) (13) , as classified in Axis Vof the DSM-IV, to determine the degree of dysfunction. Scores below 70 were considered mild, scores between 51 and 60 were considered moderate, and scores below 50 were considered severe. Using a semistructured questionnaire, we obtained sociodemographic information, including details about family composition (nuclear, extended, or reconstituted), separation or loss of parent, income, parental education (total years in education from 0 to 12 years) and occupation, polygamy (that is, father having more than 1 wife) and consanguinity, family history of psychiatric disorders, and problems with the use of alcohol or drugs in a family member. Although it would be reasonable to assume that informants may be reluctant to report on alcohol and drug problems, for moral, religious, and legal reasons, we believe that such reasons for underreporting may not have been relevant when the questions addressed the household rather than any specific individual. Individual factors pertaining to the child, such as birth order, physical health, and scholastic performance, were also ascertained.
Results
Of all the houses selected for Stage 2 (n = 385), data were completed for 329 children, with a response rate of 86%. The reasons for noncompletion of Stage 2 interviews in the remaining 14% were as follows: incomplete records (7 subjects); unavailability of the identified study subject or a parent for interview, even after 2 visits (26 subjects); families refusing the interview, citing unavailability of time for the parent (17 subjects); and other reasons (6 subjects). There were 165 boys and 164 girls, and the mean (SD) age of the sample was 10.8 (3.3) years, ranging from 6 to 18 years. The mean (SD) number of children in the household was 6.6 (3.1), with a range of 2 to 17. Nearly one-quarter of the families had 4 or fewer children, one-half had 5 to 8 children, and the remaining one-quarter had over 8 children. About 70% of the children were living with both parents in nuclear families. Of the 329 children, 73 (22.2%) were found to have at least 1 DSM-IV diagnosis. Table 1 provides the details of the various psychiatric diagnoses among the 47 children who showed significant functional impairment. Various forms of mood disorders were the most prevalent, present in an estimated 3%, closely followed by anxiety-related disorders. Likewise, 47 (14.3%) of the 329 children had moderate-to-severe impairment in functioning, as indicated by a CGAS score of less than 60. None of the children had received a psychiatric diagnosis prior to the survey. With respect to the rates of individual psychiatric disorders, the issue of comorbidity, which refers to subjects with more than 1 diagnosis, requires consideration. In this study, we found that 45% of subjects (33 children) with psychiatric disorders had more than 1 diagnosis.
Discriminant function analysis with DSM-1V case and noncase as the dependent variable showed a statistically significant association with sex, family size, quality of parental marriage, availability of domestic help, chronic life difficulties, family history of psychiatric disorder, and having a relative with alcohol problems (Table 2 ). Psychiatric disorder was not associated with age, parental education or occupation, family income, polygamy, or family structure. Although there were no significant differences for overall psychiatric morbidity vis-à-vis age, there was a tendency for individual psychiatric disorder, particularly mood disorder, to be higher among adolescent girls. The latter, however, did not reach statistical significance.
Discussion
Of the 329 children, 73 (22.2%) from a nonreferred sample in the community were found to have at least 1 DSM-IV diagnosis, and 47 (14.3%) had a DSM-1V disorder with moderate-to-severe functional impairment. This compares with other DSM-based studies that found prevalence rates of 18.7% in the US (14), 17.9% in Puerto Rico (15), and 22.5% in Switzerland (16) . An earlier study from the schools in the UAE found a weighted prevalence rate of 10.4% for DSM-1V disorders (6) .
As in previous general population and primary care surveys in the UK (17, 18) , the US (19), Africa (20) , and the UAE (6), adverse family factors were found to be associated with psychiatric disorder. In this respect, large family size, chronic life difficulties, and a history of psychiatric disorder or an alcohol problem in a family member are noteworthy. Surprisingly, we failed to find any link with family composition, socioeconomic status, parental education and occupation, or parental loss through death or divorce. This may be due to the broad sociocultural similarity in our base population with respect to these variables, making differences between the 2 groups comparatively small and limiting the statistical power of the sample. Other studies from the region have also failed to find any association between psychiatric morbidity and sociodemographic correlates such as education, occupation, and income (21) . The association between psychiatric morbidity and family history of mental illness reflects the findings from the literature. This may indicate shared genetic and environmental factors that are complex and that may have an additive effect. Having a close relative with an alcohol problem seems to be a risk factor that is unique to this culture, previously identified in a community-based study of women in the UAE (21) and among women with postpartum psychiatric disorders (22) . This may be due to the traditional orthodox attitudes prevalent in the society, which forbid the use of alcohol, thus possibly causing significant stress to the family if a member has problems relating to alcohol use.
Our finding of an association between psychiatric morbidity and female sex is interesting. This contrasts with the available evidence from the literature suggesting that a higher preponderance of psychopathology exists among boys (15) (16) (17) or that the rates do not significantly differ (14) . An earlier study carried out in Al Ain schools also found higher rates among boys (6) . It may be that the sex distribution for the occurrence of psychiatric morbidity in our community differs, in which case the reasons for such differences would be complex. There are several factors to be considered in this respect. First, the present study included only UAE citizens, whereas the earlier school study included all Arabic-speaking children who resided in the UAE. Perhaps, the UAE national population differs from other Arab nationalities in this respect. Interestingly, other studies carried out among the adult population in the region have also found a reverse trend in sex distribution. A study from the eastern region of Saudi Arabia reported higher rates among men (23) , and another study from the UAE found no statistically significant difference between men and women (24), compared with worldwide literature, suggesting higher morbidity rates among women. Second, UAE national parents may be underreporting behavioural and psychiatric disturbance in boys, owing to a culturally shared higher tolerance threshold for such behaviours. Conversely, mood disorders were found to be higher among older girls. These factors may have influenced the overall reported rates for psychiatric disorder to be higher among girls. When viewed with the UAE school study that used the same instruments but also with access to school and to teacher reports, which found higher rates among boys, this finding may at least in part be influenced by such reporting bias and by the age distribution of the sample.
Yet, another finding that deserves further exploration is the relatively low rate of attention-deficit hyperactivity disorder (ADHD), which may be linked to the issue of comorbidity, because a few of these individuals may have received a diagnosis of conduct or oppositional defiant disorder. In fact, the rates described are for those with significant functional impairment, and those with comorbid conditions are more likely to be functionally impaired. Another reason for the low rates may be the higher tolerance threshold for hyperactivity in this culture, coupled by the fact that, in this study, school or teacher reports were unavailable.
Some of the study's limitations need to be acknowledged. Our sample did not include measures to tap organic dysfunction and intellectual level. The issue of comorbidity was not addressed. In individuals who had more than 1 diagnosis applied, only 1 best-estimate diagnosis was assigned. Thus, it is possible that a child who reported having a particular diagnosis may have had other comorbid conditions. In addition, we have used a broad age range of 6 to 18 years, and our sample size was inadequate to determine age-and sex-specific prevalence rates. Further, we obtained information from 1 source only, namely, the parent. A teacher questionnaire was not included. We may have omitted some cases wherein the disturbance was predominantly school-related. Earlier studies, however, have suggested better agreement between parental report and psychiatrist assessment, compared with that of teacher report and psychiatrist assessment (25) . Also, parents may have responded negatively to interview items because of social stigma that is attached to mental illness; however, our experience from earlier studies has shown that, when information from parents is combined with that of the clinical interview with the child, a high level of diagnostic sensitivity and specificity can be obtained (26) .
Notwithstanding these limitations, our findings have important clinical implications with respect to health care planning and to provision in the UAE and the region. This is particularly so because data concerning the prevalence and nature of child psychiatric disorders from the community are sparse in this region. Given the shortage of child mental health professionals, attention to mental health problems in children in primary care would seem highly appropriate.
To the best of our knowledge, this is the first epidemiologic study of child psychiatric disorders in this region using present-day instruments, including clinical interview in a sample of nonreferred children in the community. Our prevalence rates of 22.2% for any DSM-1V diagnosis and 14.3% for DSM-IV diagnosis with moderate-to-severe functional impairment are similar to those reported in Western studies. However, none of the individuals identified through the study had received any professional attention for their mental health problem. It seems likely therefore that these children were being denied the treatment option because of the failure in the system to detect and to diagnose psychiatric morbidity.
Research evidence indicates that childhood psychiatric disorder has long-term consequences, specifically, with respect to delinquency, crime, and substance abuse. Early recognition and prompt treatment may relieve the psychological and social burden, which will otherwise continue to hamper children's future functioning. This is particularly important in the planning of social and health services in the UAE-one-third of its population consists of children under age 18 years. It follows that there is a need to raise awareness among parents and to provide appropriate training for community and primary care professionals who come in contact with children and adolescents.
Résumé : Les enfants souffrant de troubles psychiatriques : l'étude de la communauté psychiatrique Al Ain
Objectif : La prévalence de la morbidité pédopsychiatrique dans la communauté n'est pas connue dans la plupart des pays en voie de développement, y compris dans les régions arabes.
Méthode : Une étude épidémiologique a été menée pour estimer la prévalence de la morbidité psychiatrique et pour déterminer les corrélations sociodémographiques au sein d'un échantillon d'enfants de 6 à 18 ans de la communauté d'Al Ain, aux Émirats arabes unis (EAU).
Résultats : Nous avons obtenu un taux de prévalence de 22,2 % de morbidité générale comme elle est classée dans le DSM-1V, et 14,3 % de personnes présentant une dysfonction significative, le diagnostic le plus fréquent étant les troubles de l'humeur. Le sexe féminin, les grandes familles, les difficultés de vie chroniques, les antécédents familiaux de troubles psychiatriques et les problèmes reliés à l'alcoolisme chez un membre d'une famille étaient significativement associés au diagnostic du DSM-IV.
Conclusion :
Même si la prévalence et la symptomatologie de cette communauté du Moyen-Orient sont semblables à celles des études occidentales, aucun de ces enfants n'a reçu d'aide professionnelle, ce qui indique de sérieuses déficiences des services de santé mentale de ce pays.
